
 

Office of Developmental Services 

Request for Reimbursement of Support Coordination 

 
 

Please submit this form once the individual has transitioned from the training center, along with 

copies of support coordination notes for the months for which you are billing, to:  

Lee Price, Director of the Office of Developmental Services, 804-692-0077 (FAX) 

 

 

 

Name of individual transitioning from a Training Center: _______________________________ 

 

 

Training Center at which he/she formerly resided: _____________________________________ 

 

Date of initial contact by the Support Coordinator related to this transition: _________________ 

 

First date that the community residential provider is eligible to bill Medicaid: _______________ 

 

 

Number of months for which reimbursement is being sought (maximum of 5 months permitted, 

beginning with the date of the initial contact regarding transition to the date the individual 

departed the training center. NOTE: do not request reimbursement for any month which may be 

billed to Medicaid Targeted Case Management [TCM], i.e., TCM may be billed once the 

individual is residing in the community and also for the 30 days immediately prior to discharge): 

 

 

___________________  X  $326.50  =  ____________________________________ 

Number of months    Total reimbursement sought 

 

 

 

_____________________________________ ________________________________ 

Signature of ID Director    Date 
 
 


